Background: Facial cleft deformities, including cleft lip with or without cleft palate (CL/P) and cleft palate (CP), are common congenital birth anomalies, especially in Asia. This study aimed to analyze the prevalence of CL/P and CP and to identify associated factors in Taiwan.
Introduction
Facial cleft deformities, including cleft lip with or without cleft palate (CL/P) and cleft palate (CP), are among the most common congenital birth anomalies. While the worldwide prevalence of such deformities is about 1.5 per 1,000 live births, the rate varies six-fold for CL/P and three-fold for CP [1] . Reports in Asian populations put overall rates around 1.76 to 1.81, reflecting the higher prevalence in this region [2, 3] . A report characterized the prevalence of CL/P and CP at 2.3 per 1,000 newborns in Taiwan in 2000 [4] , which is somewhat higher than that reported in other Asian populations, although methods of tabulation vary [2, 3, 5] . A recent study in a tertiary hospital in Taiwan found a birth rate of 3.2 facial cleft deformities per 1,000 newborns, a rate likely reflecting the status of the hospital as a referral center for high risk births [6] .
Even when newborns with cleft deformities receive appropriate treatment, some still have facial deformity and speech impairment [7] [8] [9] , which further increases the health care and familial burden of the disease [10] . Asians, boys in particular, experience greater psychosocial injury from cleft deformities than that found in whites studied in the US and Europe [11] . However, the Center for Disease Control, Department of Health, has not reported the birth prevalence of CL/P or CP in Taiwan since 2000, when it ceased issuing annual reports [4] . Worldwide, the World Health Organization and the International Perinatal Database of Typical Oral Clefts Working Group have called for efforts to characterize rates of facial cleft deformities and related factors [1, 12, 13] . Therefore, we sought to characterize the birth prevalence of CL/P and CP in Taiwan from 2002 to 2009, and to identify factors that may be associated with their prevalence over time.
Methods
We conducted a population-based epidemiologic study utilizing retrospective secondary database analysis of national data collected by the Taiwan Bureau of Health Promotion of 
Statistical analysis
Statistical analyses was done to examine the correlation of demographic characteristics of mothers and newborns with CL/P and CL. To examine the effect over time, the entire duration was divided into earlier and later periods (2002-2005 and 2006-2009) , and the distribution of CL/P and CP was compared between the two groups using Chi-square test; data analyzed included maternal age (,34 years, $34 years), parity (first birth, second, other), newborn gender, gestational age (,37 weeks, $37 weeks) and birth weight (,1.5 kg, 1.5-2.5 kg, .2.5 kg). Count data were described using frequency and percentage. Logistic regression analysis was applied to identify factors associated with CL/P and CP. Statistical analysis was performed with SPSS version 18.0 software (SPSS, Inc., Chicago, IL). A p value of ,0.05 was established as statistical significance.
Results
The demographic and clinical characteristics of mothers and newborns are presented in Table 1 . Birth prevalence of CL/P, CP and other congenital anomalies for newborns in Taiwan (Table 2) . Notably, the odds of CL/P after 2006 is 1.2 (95%CI: 1.1-1.3, P,0.001, data not shown) times higher than the odds before 2005, while no such observation is noted in newborns with CP (P = 0.5). Table 3 . Higher birth prevalence of CL/P or CP was associated with mothers aged $34 years, parity (being the second or other pregnancy), being male for CL, being female for CP, lower gestational age at birth (#37 weeks) and lower birth weight (,1.5 kg). Greater gestational age was observed with lower birth prevalence of facial cleft deformity, particularly in the earlier cohort. For those born in 2002-2005, 0.4% and 0.06% of those with CL/P and CP, respectively, were #37 weeks at birth compared to 0.4% and 0.08% of those in the later cohort. For both cohorts, most of those with CL/P or CP weighed ,1.5 kg at birth. (Table 3) .
Logistic regression analysis of the correlation between CL/P, CP and cohort demographic characteristics (Table 4) showed that, for newborns with CL/P, the odds of prevalence was significantly lower in females than in male newborns (0.8, 95% CI: 0.7-0.8, P,0.0001), lower in newborns with gestational age .37 weeks than those born earlier (0.2, 95% CI: 0.18-0.22, P,0.0001), higher with the second parity than with the first born or other parity (1.6, 95% CI: 1.2-2.0, P = 0.0004 and 3.9, 95% CI: 1.6-9.4, P = 0.002, respectively), and lower in newborns with birth weight 1.5-2.5 kg and .2.5 kg than in those with birth weight ,1.5 kg (0.09, 95% CI: 0.08-0.1, P,0.0001 and 0.04 95% CI: 0.03-0.04, P,0.0001, respectively). For newborns with CP, the odds of prevalence was significantly higher in females than in males (1.5, 95% CI: 1.3-1.8, P,0.0001), lower in newborns with gestational age .37 weeks than those with gestational age ,37 weeks (0.6, 95% CI: 0.5-0.7, P = 0.04) and lower in newborns with birth weight 1.5-2.5 kg and .2.5 kg than those with birth weight ,1.5 kg (0.4, 95% CI: 0.3-0.6, P,0.0001 and 0.2, 95% CI: 0.1-0.3, P,0.0001, respectively). (Table 4 )
Discussion
Our study characterizes the current national birth prevalence of CL/P and CP in Taiwan. We found overall birth prevalence of 0.1% for CL/P and 0.04% for CP over this 8-year period. Previous studies showed a worldwide prevalence of 0.1% for CL/P [15] . While Asian populations generally have the highest rates, rates vary widely, reflecting genetic, environmental and health equality factors [1] . A study in Jordan of 25,440 infants reported incidence of facial cleft deformities to be 0.2% [15] . Other studies report varying rates in Asian populations, from a low of 0.06 % in Japanese infants born in California [16] to 0.2% in a one-year national study in Korea [2] and 0.2% in a study from mainland China [3] . Our overall prevalence rate of 0.1% was lower than those in these studies, although each involved different methodologies, which could explain differences in rates. While these studies used sampling methods to estimate birth rates of cleft deformities, our study employed a national database of information obtained at birth in the hospital, and therefore should be considered accurate as a birth rate. Interestingly, the rates of both cleft deformities and births fell during our study period, from the first cohort to the later cohort. We are unable to account for this trend, although we suspect it may be related to an exceptionally high rate of first births for all mothers, as well as the gradual acceptance of and increase in abortion after its legalization in the early 2000 s. Another study in Ireland found no change in rates over time when comparing 5-year cohorts from 1981 to 2000 [17] . However, in the Netherlands, a similar pattern of falling rates for facial cleft deformations during 1997-2006 was linked to prenatal identification of congenital anomalies [18] . A 2011 study in India reported an apparent falling rate of cleft deformities, but offered no explanation for this trend [7] .
In our study, CL/P was more frequently found in and associated with male newborns. In addition to higher prevalence of cleft deformities, boys suffer greater psychosocial disruption from facial cleft deformities than girls [11] . In the US, the prevalence of CP is 0.04 per 1,000 and CP is more frequently found in female infants [19] . Our study also showed that more female newborns had CP than males. This is in accord with most studies reporting higher incidence of CL/P in males [2, 3, 17, 20, 21] and higher incidence of CP in girls [2, 7, 17, 20, 22] . One study of 45,676 discharges for cleft deformities in children in the US from 1997-2007 found no sex differences in rates [23] . This study, however, did not track birth or longitudinal diagnosis, but only children receiving surgical correction of facial cleft deformities. As the authors noted, children with only mild malformation or those without health insurance may not have presented for treatment [23] .
In the present study, mothers with age $34 years were associated with an increased risk of having infants with a facial cleft deformity, but the association did not reach statistical significance. Other studies report similar results involving older mothers or parents [6, 21, 22] . A 5-year study in Texas of 1.8 million live births also found that mothers .40 years were more likely to give birth to those with congenital facial cleft deformities [22] . A study in Estonia showed that 28.4% of mothers and 37.7% of fathers who had children with congenital facial cleft deformities were ,30 years. These mothers also had high rates of psychological stress, physical trauma (e.g., accidents, being hit by an animal, domestic violence), one or more medical abortions and exposure to teratogenic toxic substances [21] . Advanced maternal age, then, is likely associated with yet-unidentified factors. We also found that, for 94% or more of all live births, with or without deformity, the infants were recorded as the mothers' first birth and they were associated with statistically lower prevalence of CL/P. While few studies of facial cleft deformity track parity, the Texas study found that children who were the second or higher birth accounted for 29.2% of births, but 31.6% of CP and 33.7% of CL/P [22] . Undoubtedly, these mothers were older, and other factors may also have accounted for this higher prevalence.
We found that gestational age ,37 weeks was associated with greater birth prevalence of facial cleft deformity, especially in the earlier cohort. Association of facial cleft disorders with low birth weight, premature birth or other developmental anomalies has led to calls for future research in prevention intervention and identifying genetic risk and predisposition [1] . In terms of the decreasing numbers of infants with of facial cleft deformities associated with greater gestational age in the later cohort, we speculate that prenatal identification of congenital anomalies (which could include facial clefts) may have led to elective pregnancy termination. As the secondary database tracked only live births, we cannot ascertain the effect of early detection on birth rates. However, decreased prevalence of CL/P but not CP was observed in the later cohort, and this may represent the increasingly acceptable effect of legalized elective termination in the early 2000 s based on visible CL/P via ultrasound evaluation. In Taiwan, low birth weight of ,1.5 kg was also significantly associated with facial cleft deformities. While birth weight is often not recorded in these studies, many find associated pregnancy complications (twins, gestational diabetes) or other genetic anomalies in these infants, perhaps diagnosed prenatally [3, 6, 15] . Newborns with very low birth weight may have had some fatal genetic anomaly, died at birth or were stillborn (and thus were not counted) or were electively aborted. As an earlier study at a regional hospital in Taiwan noted, prenatal genetic screening is routinely available and has been accompanied by a sharp drop in the prevalence of Down's syndrome [6] . The importance of gestational age and birth weight in infants with facial cleft deformities warrants further study. Characterizing the rates of facial cleft deformities may allow resource allocation to ensure physician counseling and timely treatment, which have been shown to reduce facial cleft deformity rates and accompanying morbidity [1, 7] .
Our study has certain limitations. The database did not provide information on maternal health or peri-conceptual conditions, which may play a role in development of facial cleft deformities [1, 3, 21] . Additional demographic factors such as socioeconomic status and area of residence (urban or rural), which have been associated with different prevalence rates [1, 22] , were also not recorded. We also did not capture data of those children diagnosed later than at birth. Most diagnoses of CL/P or CP are made by age three [17, 23] . Our numbers therefore represent a conservative under-reporting of the actual prevalence; some congenital anomalies recorded in the secondary database were far less than thos expected for occurrence of major congenital anomalies (e.g., neural tube defect, 50%).
In conclusion, overall prevalence for congenital cleft deformities in Taiwan was 0.1%, in keeping with high rates in Asia. Results of this study suggest the need for increased physician awareness, early identification of and possibleearly intervention for high risk mothers aged $34 years, those with multiple parities and those whose newborn weighed ,1.5 kg at birth, which may be a potential strategy to counter long-term adverse effects on speech and language in this population.
